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Knowledge and Use of Folic Acid 
by Women of Childbearing Age — United States, 1997 


Each year in the United States, approximately 4000 pregnancies are affected by 
spina bifida and anencephaly. Babies born with spina bifida usually survive, often with 
serious disability, but anencephaly is invariably fatal. The B vitamin folic acid can re- 
duce the occurrence of spina bifida and anencephaly by at least 50% when consumed 
daily before conception and during early pregnancy. In 1992, the Public Health Service 
(PHS) recommended that all women of childbearing age who are capable of becoming 
pregnant consume 400 yg of folic acid daily (7). Folic acid can be obtained from multi- 
vitamins or certain other supplements and from some fortified breakfast cereals. It is 
found naturally in orange juice, green leafy vegetables, and beans; however, it is diffi- 
cult to obtain the recommended 400 yg daily through diet alone. This report summa- 
rizes findings from a survey conducted during January and February 1997 that 
indicate modest increases since 1995 in knowledge about and consumption of folic 
acid among U.S. women aged 18-45 years and highlights the need for additional pub- 
lic health efforts to take full advantage of this prevention opportunity. 

In 1997, the March of Dimes contracted The Gallup Organization to conduct a 
random-digit-dialed telephone survey of a proportionate, stratified national sample of 
2001 women aged 18-45 years to assess knowledge about folic acid and use of vita- 
min supplements. The participation rate was 50%. Statistical estimates were weighted 
to reflect the total population of women aged 18-45 years in the contiguous United 
States residing in households with telephones. The margin of error for estimates 
based on the total sample size is plus or minus two percentage points. The question- 
naire and methods used in 1997 were identical to those used in a 1995 survey (2). 

Overall, 30% of nonpregnant women ({i.e., women who were not pregnant at the 
time of the survey) reported taking daily a multivitamin supplement containing folic 
acid; 19% of nonpregnant women aged <25 years reported taking vitamin supple- 
ments daily, compared with 33% of nonpregnant women aged 225 years. Among 
women who had had a pregnancy during the 2 years preceding the 1997 survey, 
23% reported taking a daily vitamin containing folic acid before pregnancy. 

A total of 66% of respondents said “yes” to the question “Have you ever heard 
or read anything about folic acid?” ; 22% said they had heard of the PHS recommenda- 
tion about folic acid. Of the survey respondents who knew about folic acid, 36% re- 
ported magazines and newspapers as the source of their knowledge about folic acid, 
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22% reported radio and television, and 15% reported a health-care provider. Of 
women who were familiar with folic acid, 16% reported knowing that folic acid helps 
to prevent birth defects and 9% that folic acid should be taken before pregnancy. 
Twenty-two percent of women who had heard of folic acid knew that green leafy vege- 
tables are good sources of folic acid, 8% knew that broccoli is a good source, and 
16% knew that orange juice is a good source. 

Reported by: RB Johnston, Jr, MD, DA Staples, March of Dimes Birth Defects Foundation, White 
Plains, New York. Birth Defects and Genetic Diseases Br, Div of Birth Defects and Developmental 
Disabilities, National Center for Environmental Health, CDC. 

Editorial Note: The 1995 Gallup Organization—March of Dimes survey found a rela- 
tively low awareness of folic acid and of the PHS recommendation, illustrating the 
need for educational strategies to inform more women about the benefits of folic acid. 
One such strategy, the March of Dimes “Think Ahead” campaign conducted from 
June 1995 through January 1997, encouraged women to take 400 ig folic acid daily to 
reduce their risk for giving birth to a child with birth defects. The campaign included 
print and television public service advertising, outdoor and transit advertising, post- 
ers, and information printed on grocery bags and fast-food tray liners. In addition, the 
March of Dimes collaborated with the vitamin supplement and citrus industries that 
delivered folic acid and birth defects-prevention messages on product packaging, 
in-store displays, and paid print and television advertising. Because the survey in 1997 
used the same methods as the survey in 1995, comparisons of the results from the 
two surveys provide rough measures of the effectiveness of educational campaigns 
conducted since the 1995 survey. 

Overall, 30% of nonpregnant women reported taking a multivitamin containing 
folic acid on a daily basis in 1997, compared with 25% in 1995. Among women who 
had a pregnancy during the 2 years preceding the survey, the percentage who 
reported taking a daily vitamin containing folic acid before pregnancy increased only 
from 20% to 23%. Moreover, nonpregnant women aged <25 years were least likely 
to consume a multivitamin daily, with only 19% reporting that they did. These findings 
highlight the need for additional educational efforts targeted toward women aged 
<25 years, who account for approximately 39% of all births in the United States. 

Awareness of folic acid has increased since 1995 among women of childbearing 
age: more women had heard or read about folic acid in 1997 than in 1995 (66% com- 
pared with 52%), and more women had heard about the PHS recommendation (22% 
compared with 15%) (2). Awareness that folic acid helps prevent birth defects in- 
creased among all respondents, from 5% in 1995 to 11% in 1997, and the proportion 
of women who knew that folic acid should be taken before pregnancy increased from 
2% in 1995 to 6% in 1997. 

The proportion of respondents reporting magazines and newspapers as the source 
of their knowledge about folic acid was similar in 1997 as in 1995. However, of all 
respondents, the proportion reporting radio and television increased from 6% in 1995 
to 14% in 1997. This finding may be attributable to increased presentation of informa- 
tion about folic acid in the broadcast media (e.g., through television advertising cam- 
paigns and public service advertising) about the benefits of folic acid. There was little 
change in the percentage of respondents who reported their health-care provider as 
their source of information. To increase knowledge of and awareness about the bene- 
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fits of folic acid, many state health departments are developing and implementing 
programs to encourage health-care providers to educate their patients. 

In both the 1995 and 1997 surveys, when asked to name a food that is a good 
source of folic acid, approximately half of the women who had heard of folic acid were 
unable to do so. However, in 1997, 16% of those who had heard of folic acid identi- 
fied orange juice as a good source, an increase from 6% in 1995. This increase is 
possibly a result of extensive advertising done by the citrus industry during the winter 
of 1996-97. 

The findings described in this report are subject to at least one important limitation. 
The response rate for this telephone survey was low (50%, the same as for the 1995 
survey). Knowledge and behavior patterns of nonparticipants may have been different 
from those of participants: participating women were more highly educated than the 
total U.S. population; therefore, the prevalence of use of vitamin supplements may 
have been higher among these women than among U.S. women in general because 
vitamin usage correlated positively with education (3). 

The survey confirms the need for more public education strategies to increase 
awareness of the benefits of folic acid among women of childbearing age. However, 
the small behavioral change in comparison with the somewhat larger increase in 
awareness suggests that there may be a lag time between increased awareness and 
behavioral change. Further study is needed to identify effective approaches to increas- 
ing folic acid consumption and to evaluate approaches being used. 

Further surveys will be needed to clarify reasons for the difference in the percent- 
age of women who had had a pregnancy during the previous 2 years and who had 
taken vitamins before pregnancy (23%) and the percentage of nonpregnant women 
who reported taking vitamins (30%). A similar difference was observed in the 1995 
survey. 

In March 1996, the Food and Drug Administration issued regulations (4) requiring 
that folic acid be added to enriched cereal grain products, such as flours, corn meals, 
pasta, and rice, by January 1998. In addition, breakfast cereals can be fortified with up 
to 400 yg folic acid per serving; dietary supplements also can provide recommended 
levels of folic acid. These foods and their varying folic acid contents allow women 
of childbearing age several options for meeting the recommended daily intake of folic 
acid. Women should select diets with sufficient folic acid—either by following dietary 
guidelines for eating fortified breads and cereals or by using folic acid-containing 
breakfast cereals or dietary supplements. Educational programs are needed for 
women of childbearing age about the benefits of folic acid and the options for achiev- 
ing adequate daily intakes. 
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Landmine-Related Injuries, 1993-1996 


During 1980-1993, the incidence of landmine-related injuries doubled, resulting in 
an estimated 2000 deaths or injuries each month (7). Approximately 120 million land- 
mines are buried in 71 countries throughout the world, and 2-5 million new landmines 
are planted each year. Some countries, such as Afghanistan, Angola, and Cambodia, 
have approximately 10 million landmines each (2). Landmines can have profound 
medical, environmental, and economic consequences, particularly for the civilian 
populations of those countries burdened with landmines. However, the consequences 
of landmines extend beyond the borders of those countries. Health-care workers and 
nongovernmental organizations are increasingly asked to assist emergency-affected, 
displaced, and refugee populations in regional conflicts, resulting in their increased 
exposure to landmines. This report describes three cases of landmine-related injury 
and illustrates the public health consequences of those injuries and the potential role 
for public health workers in preventing those injuries. 


Case Reports 

Case 1. On December 13, 1993, a 31-year-old relief worker with the International 
Rescue Committee in Somalia suffered traumatic amputation of the right foot and 
blast and shrapnel injuries to both lower legs after his vehicle struck a landmine. The 
patient underwent emergency surgery in Kenya, where a below-the-knee amputation 
was performed on the right lower leg. He suffered profound blood loss, requiring 16—- 
17 units of transfused blood. He was evacuated to Switzerland and subsequently to 
the United States, where he remained hospitalized for 2 months. During 1994-1996, he 
underwent seven surgical procedures to save his lower left leg. In February 1997, a 
below-the-knee amputation of his lower left leg was performed. Total medical ex- 
penses have exceeded $300,000. The patient is undergoing rehabilitation. 

Case 2. On October 29, 1995, a 53-year-old nursing coordinator with the American 
Refugee Committee working in the Democratic Republic of the Congo (formerly Zaire) 
was traveling in a vehicle that struck a landmine. The blast hurled the vehicle approxi- 
mately 25 feet, and the patient suffered traumatic amputation of both lower legs, a 
broken jaw, and shrapnel wounds to the trunk and face. She was evacuated to Kenya, 
where she underwent bilateral below-the-knee amputations and multiple blood trans- 
fusions. The patient has since undergone several surgical procedures for reconstruc- 
tion of her face. Total medical costs have been approximately $1 million. 

Case 3. On March 16, 1996, a 38-year-old resident of Afghanistan working for CARE/ 
Afghanistan was driving a vehicle that struck a landmine. He suffered facial lacera- 
tions and a fracture of the left upper arm and lost an estimated 1500 cc of blood. The 
patient remained hospitalized for 6 weeks. He experienced profound memory loss and 
has been under psychiatric and neurologic care since his injury. 

Reported by: K Rutherford, Landmines Survivors Network, Washington, DC. J Hersman, A Ko- 
zlowski, American Refugee Committee, Minneapolis, Minnesota. P Giannone, CARE Inter- 
national, Atlanta. Div of Violence Prevention, National Center for Injury Prevention and Control; 


International Emergency and Refugee Health Program, National Center for Environmental 
Health, CDC. 


Editorial Note: Both combatants and civilians, such as the local resident and relief 
workers described in this report, are at risk for landmine-related injuries. In many 
countries, most victims of landmines are civilian men, women, and children (3,4 ). 
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The health consequences of landmines include deaths, injuries, subsequent dis- 
abilities, and investments in health-care resources they require. An estimated 800 per- 
sons die each month from landmine-related injuries, and 1200 persons are nonfatally 
injured (17,2). Approximately one third of surviving landmine victims require amputa- 
tions and often require a disproportionate amount of health-care resources (5). Com- 
pared with patients with other war-related injuries, amputees require nearly three 
times as many units of blood and four times as many surgical procedures (6). 

Environmental health consequences in areas with large quantities of landmines in- 
clude limited access to safe drinking water and arable farmland, which can result in 
increased waterborne diseases and malnutrition (7). In addition, persons leaving 
landmine-contaminated rural areas can lead to overcrowding in urban areas, increas- 
ing the risk for transmission of infectious diseases. Finally, as health-care resources 
are directed toward the care and rehabilitation of landmine victims, they are diverted 
away from other public health priorities (e.g., vaccination, sanitation, nutrition, and 
vector-control programs), possibly resulting in higher death rates, particularly for 
women and children, through increased malnutrition and decreased vaccination cov- 
erage (7). 

In addition to their health consequences, landmines also exact an economic toll. 
The most serious economic issues include the treatment and rehabilitation of land- 
mine victims, their loss of productivity and quality of life, and the clearance of land- 
mine-infested areas. Treating a landmine survivor costs an average of $3000-$5000, a 
substantial amount in developing countries (7). Treating all landmine victims world- 
wide would require $750 million. Although landmines are relatively inexpensive to 
produce, ranging from $3 to $30, clearing a single mine can cost $300-$1000 (7,8). 
Many of the countries contaminated with landmines cannot provide for the costs of 
victim rehabilitation and mine clearance and have become increasingly dependent on 
the international community. 

Because clearing all existing minefields is unlikely in the near future, efforts also 
should focus on preventing the devastating medical effects of existing landmines. 
Landmine-related injuries can be prevented by adapting health strategies that have 
been successful in decreasing the number of other injury-related problems (e.g., 
deaths caused by motor-vehicle crashes) (9). 

Some prevention efforts are already in place, such as mine-awareness programs, 
in which residents are taught to identify landmines and to avoid areas that are known 
or suspected minefields. These programs should be supported and expanded by the 
public health community. For example, high-risk areas and populations can be identi- 
fied through hospital surveillance and cluster surveys, thus facilitating the allocation 
of limited resources and the development of effective prevention strategies. Once 
these strategies are developed, health-care workers can assist in evaluating them and 
replicating those that are most effective. 
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Asthma Hospitalizations and Readmissions 
Among Children and Young Adults — Wisconsin, 1991-1995 


Asthma is the most frequent reason for preventable hospital admissions among 
children (1,2). During 1980-1993, national asthma surveillance demonstrated increas- 
ing rates of hospital admission for persons aged <25 years (3). These increasing rates 
could be attributed to an increase in either the number of persons admitted, readmit- 
ted, or both (4). To determine the number of persons with asthma sufficiently severe 
to require hospitalization and to characterize admission/readmission patterns for per- 
sons with asthma, the Wisconsin Department of Health and Family Services (WDHFS) 
analyzed data from the Wisconsin Asthma Surveillance System (WASS). This report 
summarizes the findings from WASS, which indicate that, during 1991-1995, an an- 
nual average of 18% of all asthma admissions among Wisconsin residents aged 
<25 years were readmissions. 

WDHFS analyzed hospital discharge data from WASS to identify all hospital admis- 
sions for asthma during 1991-1995 among Wisconsin residents aged <25 years. In 
Wisconsin, all hospitals are required to report discharge data to the state health 
department. Admissions were considered asthma related if the primary diagnosis was 
asthma (/nternational Classification of Diseases, Ninth Revision, Clinical Modification 
[1CD-9-CM], code 493) or if the primary diagnosis was respiratory illness (ICD-9-CM 
codes 460-496) with a second or third diagnosis of asthma. In this analysis, the num- 
ber of asthma-related admissions does not equal the number of persons admitted to 
a hospital for asthma because some persons were readmitted for asthma during the 
specified time periods. An admission was classified as a readmission if two or more 
database entries matched on 1) hospital and medical record number or 2) encrypted 
patient identifier, date of birth, sex, and zip code. Transfer admissions were excluded 
from analysis. Race-specific analyses were restricted to blacks and whites because 
numbers for other racial groups were too small to calculate stable estimates. Rates 
were age adjusted to the 1990 Wisconsin census. Denominators for all rates were U.S. 
Bureau of the Census intercensal estimates for Wisconsin. 

During 1991-1995, a total of 11,804 Wisconsin residents aged <25 years accounted 
for 17,678 hospital admissions for asthma. Of these admissions, 82% had a primary 
discharge diagnosis of asthma, 15% had a primary diagnosis of respiratory illness and 
a second diagnosis of asthma, and 3% had a primary diagnosis of respiratory illness 
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and a third diagnosis of asthma. During this 5-year period, 33% of all asthma-related 
admissions were readmissions, and 26% of the persons admitted for asthma ac- 
counted for 51% of all asthma-related admissions. 

During 1991-1995, the average annual number of asthma-related admissions 
among persons aged <25 years was 3535; of these, 616 (18%) were readmissions 
(Table 1). On average, blacks were five times more likely than whites to be admitted 
to a hospital for asthma (64 versus 13 per 10,000 persons aged <25 years, p<0.001). 
For blacks and whites, readmissions accounted for 23% and 15%, respectively, of all 
asthma-related admissions. In addition, blacks were approximately 50% more likely 
than whites to be readmitted to a hospital for asthma (19% versus 12%, p<0.001). 

Based on age-specific data, the average annual number of asthma-related 
admissions was highest for persons aged 0-4 years (1661); of these, 384 (23%) were 
readmissions. In contrast, among persons aged 5-14 years and 15-24 years, 13% and 
12% of all asthma-related admissions, respectively, were readmissions. 

During 1991-1995, the annual asthma admission rate remained relatively un- 
changed (Table 2). For each year of this period, 17%—18% of all asthma-related admis- 
sions were readmissions. 


TABLE 1. Average annual number and rate* of asthma-related admissions and 
percentage of readmissions for persons aged <25 years, by racet and age group — 
Wisconsin, 1991-1995 





No. % % 
No. persons Admission rate Admissionrate Readmissions' Readmissions' 
Characteristic admissions admitted (events) (persons) (hospitalizations) (persons) 
Race** 
Black 1118 864 82.4 63.7 22.8% 18.6% 
White 2417 2055 14.8 12.6 14.9% 11.7% 
Age group (yrs) 
0O- 4 1661 1277 48.8 37.5 23.1% 15.5% 
5-14 1209 1058 16.3 14.3 12.5% 13.2% 
15-24 665 584 9.7 8.5 12.2% 13.5% 


Total** 3535 2919 20.0 16.5 17.5% 13.8% 


*Per 10,000 persons aged <25 years per year. 

*Numbers for racial groups other than black and white were too small to calculate stable estimates 
5 Percentage of total. Admissions minus persons admitted divided by admissions 

'Percentage of total during the year. 

**Age-adjusted to the 1990 Wisconsin census 








TABLE 2. Number and rate* of asthma-related admissions and percentage of 
readmissions for persons aged <25 years, by year — Wisconsin, 1991-1995 





No. % % 
No. persons Admission rate Admission rate Readmissions' Readmissions® 
Year admissions admitted (events) (persons) (hospitalizations) (persons) 
1991 3583 2941 20.4 16.7 17.9% 15.3% 
1992 3712 3050 21.1 17.3 17.8% 14.8% 
1993 3848 3175 21.7 17.9 17.5% 14.4% 
1994 3127 2603 17.7 14.7 16.8% 10.5% 
1995 3408 2825 19.3 16.0 17.1% 13.9% 


* Per 10,000 persons aged <25 years. Age-adjusted to the 1990 Wisconsin census 
Percentage of total. Admissions minus persons admitted divided by admissions 
* Percentage of total during the year. 
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Reported by: J Goldring, PhD, L Hanrahan, PhD, HA Anderson, MD, Environmental/ 
Occupational Epidemiologist, PL Remington, MD, Chronic Disease Epidemiologist, Div of 
Health, Wisconsin Dept of Health and Family Svcs. Div of Applied Public Health Training (pro 
posed), Epidemiology Program Office, CDC. 

Editorial Note: One national health objective for the year 2000 is to reduce asthma 
admissions to <19 per 10,000 persons (objective 11.1) (5). The data from WASS in this 
report indicate that Wisconsin’s asthma admission rate during 1991-1995 was 20 ad- 
missions per 10,000 persons aged <25 years. However, using the number of persons 
admitted at least once for asthma in the numerator rather than the number of admis- 
sions, the average annual asthma admission rate during this period was 17 persons 
per 10,000. The percentage difference in these two rates (18%) resulted from readmis- 
sion of persons previously admitted for asthma during the year. 

Characterization of risk factors for asthma-related readmission can enable develop 
ment of interventions to prevent readmissions. The high frequency of asthma- related 
admissions and the disporportionate number of readmissions among blacks suggest 
that efforts to reduce asthma-related admissions should target persons who have 
been hospitalized for asthma. Previous studies indicate that the race-specific differ- 
ences in asthma admission rates are associated with socioeconomic status (6,7). 

The findings in this report are subject to at least two limitations. First, erroneous 
data entry of any of the six variables used to identify persons admitted to a hospital for 
asthma could result in misclassification of an event as an incident admission instead 
of a readmission. Similarly, patients who move within the state may not be correctly 
identified as prevalent cases. 

The findings from WASS highlight the importance of analyzing longitudinal, 
patient-specific data about asthma. Although most states collect hospital discharge 
data that can be used for asthma surveillance, few states have asthma surveillance 
programs (8). 

Ongoing surveillance is necessary to assess the impact of practice guidelines and 
interventions (9) to prevent asthma hospitalizations. WASS can monitor the impact of 
intervention efforts on asthma admission and readmission rates and the number of 
persons requiring hospitalization for asthma. Patient-specific data provide more 
detailed information about the burden of asthma than admission data alone and can 
augment admission rates as a benchmark in assessing progress toward improved 
management of asthma. 
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Notice to Readers 





Satellite Broadcast on HIV Prevention 


“HIV Prevention Update,” a satellite broadcast, will be held Thursday, October 23, 
1997, from 1 p.m. to 3:30 p.m. eastern daylight time. Cosponsors are the National 
Alliance of State and Territorial AIDS Directors, CDC, and the Public Health Training 
Network. This forum, the second in the “HIV Prevention Update” series, will involve 
two topics: prevention case management and partner notification. 

This broadcast is designed for staff and volunteers working in HIV prevention at 
community-based organizations; health departments; and community-planning 
groups, including educators and program administrators. Experts will identify the es- 
sential components of prevention case management and provide information about 
new guidance documents. The speakers will discuss current research findings and 
provide information about recently updated programmatic guidelines. Viewers will be 
able to submit questions before, during, or after the program. 

Additional information is available through the CDC fax information system, tele- 
phone (888) 232-3299, by requesting document number 130012. 


Notice to Readers 





Prevention 98 Conference: Translating Science into Action 


Prevention 98, the 15th annual national preventive medicine meeting, will be spon- 
sored by the American College of Preventive Medicine and the Association of Teach- 
ers of Preventive Medicine in collaboration with CDC and other national health 
agencies in San Francisco, California, April 2-5, 1998. The conference will examine 
preventive medicine expertise and explore ways to translate this expertise into ethi- 
cal, effective, evidence-based action and policy. Information about registration and 
submission of abstracts is available from the Meeting Manager, Prevention 98, 1660 L 
Street, N.W., Suite 206, Washington, DC 20036-5603; telephone (202) 466-2569. 
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Erratum: Vol. 46, No. 30 


The table “Notifiable Diseases—Reported Cases, by Geographic Division and Area, 
United States, 1996 (continued)” on page 718 contained an error. In the Congenital 
Syphilis column, the numbers of reported cases for Hawaii, New Mexico, Utah, and 
the Virgin Islands were incorrect. No cases of congenital syphilis were reported for 
these four jurisdictions, which should have been denoted by a dash (“—”). This error 
will be corrected when the Summary of Notifiable Diseases, United States, 1996, is 
published. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending August 2, 1997, with historical data — United States 


DISEASE DECREASE INCREASE eee ed 
Hepatitis A 1,275 
Hepatitis B 437 
Hepatitis, C/Non-A, Non-B 174 
Legionellosis 56 
Malaria 88 
Measles, Total 12 
Meningococcal Infections 117 
Mumps 19 
Pertussis 231 


Rabies, Animal 535 


Rubella 30 


0.125 0.5 
Ratio (Log Scale)* 
Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending August 2, 1997 (31st Week) 





Cum. 1997 |_Cum. 1997_ 





Anthrax 
Brucellosis Poliomyelitis, paralytic 
Cholera Psittacosis 
Congenital rubella syndrome Rabies, human 
Cryptosporidiosis* 3 Rocky Mountain spotted fever (RMSF) 
Diphtheria ) Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* Syphilis, congenital* 
St. Louis* Tetanus 
western equine* Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric** 


Plague 














no reported cases 

*Not notifiable in ali states. 

'Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases (NCID) 
5Updated monthly to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and 
TB Prevention (NCHSTP), last update July 29, 1997 
Updated from reports to the Division of frp Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending August 2, 1997, and August 3, 1996 (31st Week) 


Escherichia 
coli O157:H7 
Chiamydia NETSS' PHLIS Gonorrhea 
Cum Cum Cum Cum 
1997 | 1996 1997 1997 | 
248,683 40,068 1,071 

9,783 
583 











Cum 
Reporting Area 























NITED STATES 


13 
NEW ENC! 4 
VEW ENGLAND 


ENTRAL 


& 


aN 


onwow 
Sa) 
wan 


1S 


Oreg 
Calif 

Alaska 

Hawaii 

Guam 

PR 

VI ’ ' U 
Amer. Samoa ! U 
C.N.M.1 U 





N: Not notifiable U: Unavailable 
"Updated monthly to the Division of HIV/Al 
,'aSt update July 29, 1997 

National Electronic Telecommunications System for Surveillance 
Public Health Laboratory Information System 


no reported cases 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
DS Prevention-Surveillance 


and Epidemiology, National Center for HIV STD, and TB Prevention, 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 


weeks ending August 2, 1997, and August 3, 1996 (31st Week) 





Reporting Area 


Legionellosis 


Lyme 
Disease 


Malaria 


Syphilis 
(Primary & Secondary) 


Tuberculosis 


Rabies, 
Animal 








Cum 
1997 


Cum 
1996 





Cum 
1997 





Cum Cum 


1997 





Cum 


Cum 
1997 1996 





Cum 


Cum 
1996 


1997 





Cum 
1997 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 


Amer. Samoa 


C.N.M.1 


492 466 


3,098 


725 


4,650 6,781 
93 103 


1 


47 
- 
54 


48 
93 
103 
59 


425 
142 
307 
123 


26 
15 


11,045 


248 
16 
8 


1 
110 
24 
89 
974 
222 
051 
422 
279 
172 
168 
108 
638 
199 


59 


67 
39 
119 
3 
14 
13 
32 


4,375 
661 
127 

25 
90 
137 
13 
269 
897 
668 


99 
130 
90 
64 
8 

6 
11 
1 


285 
29 
103 
11 
41 
ae 

1 
60 





N: Not notifiable 


U: Unavailable 


no reported cases 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending August 2, 1997, 
and August 3, 1996 (31st Week) 


H. influenzae, Hepatitis (Viral), by type Measles (Rubeola) 
invasive A B Indigenous imported’ Total 


Cum. Cum. Cum. Cum. Cum Cum. Cum Cum Cum. Cum. 
Reporting Area 1997* 1996 1997 1996 1997 1996 1997 1997 1997 1997 1996 
UNITED STATES 671 702 15,962 16,175 5,068 5,664 3 55 36 91 358 
NEW ENGLAND 22 386 191 91 129 10 5 15 12 
Maine 12 5 2 
N.H ls 10 
Vt 

Mass 

RI 


Conn 



































9 i 1 1 
4 10 

96 3 41 

9 1 ] 

61 2% 61 

MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

NJ 

Pa 

E.N. CENTRAL 
Thio 


247 } 215 
338 9 

225 177 
284 


¢ w > 
S&S mon 88 


Ww @ 


an 


1 
1 
1 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 


S.C 
Ga 
Fla 
E.S. CENTRAL 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 


31 
Hawaii 


53 


6 
124 
26 

Amer. Samoa 
C.N.M.1 6 10 1 1 
N: Not notifiable U: Unavailable 
*Of 144 cases amon 
"For imported me 


U U 
U U 





-: NO reported cases 


g children aged <5 years, serotype was reported for 79 and of those, 31 were type b. 
asies, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending August 2, 1997, 
and August 3, 1996 (31st Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 


Cum. Cum. Cum. Cum. Cum Cum. Cum. Cum. 
Reporting Area 1997 1996 1997 1997 1996 1997 1996 1997 1997 1996 
UNITED STATES 2,170 2,121 7 353 431 2,860 2,484 2 99 200 
NEW ENGLAND 137 1 8 1 562 584 24 
Maine 15 6 20 
180 13 
287 506 
12 
11 5 
MID. ATLANTIC g 33 32 160 
Upstate N.Y. 56 82 
N.Y. City 35 22 
N.J < 9 
Pa 47 
E.N. CENTRAL 
Ohio 
Ind 
itt 
Mich 
Wis 
W.N. CENTRAL 
Minn 
lowa 
Mo 
N. Dak 
S. Dak 
Nebr. 
Kans 


S. ATLANTIC 




















be 


@ 


3 gusu 


S2Qawwq 


w 
® 


&8 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


oOo. w 
O- YVNAZWHO WH Zwev 


~ 


Amer. Samoa U 
C.N.M.1. U 4 





N: Not notifiable U: Unavailable -: NO reported cases 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
August 2, 1997 (31st Week) 


All Causes, By Age (Years) 





Pal’ All Causes, By Age (Years) 
Reporting Area All Total Reporting Area All 
Ages >65 | 45-64 Ages 








>65 | 45-64 [2 | 1-24 

















NEW ENGLAND 531 5 2 5 ) S f 1,154 725 121 54 
ston, Mass ) 3 é G 157 =] ) 

" j ' . 47 

Fall River ‘ 1 ? ‘ s e 113 

Hartford 

L we Mass 

Lynn, Mass 

New Bedfo 

vew Mave 

Providence, R 

Somerville M ass 

Springfield Mass 

Waterbury, Conr 

Worcester, Mass 


A 


MID. ATLANT 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y. 
Camden N J 
izabeth, N 


Philadelphia, Pa 
Pittsburgh, Pa.$ 
Reading, Pa 
Rochester, N.Y. 
Schenectady, N.Y 
Scranton, Pa 
Syracuse, N.Y 
Tre A 


Grand Rapids, Mich 
indianapolis, ind 
Lansing, Mich 
Milwaukee, Wis 
Peoria, ill 

Rockford 

South Bend, Ind 
Toledo, Oh 
Youngstown, Ohi 


W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mc 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr 

St. Louis, Mo 

St. Paul, Minn 
Wichita, Kans 


san Diego 

San Francis 

San Jose, Calif 
anta Cruz, Calif 

Seattle, Wash 

Spokane, Wash 
Tacoma, Wash 


» 

wn 
- 
ra) 


S 
we 


~O 


bRWOWL 


Ion 
NN UI 


Pa 
NW 
WwW 








U: Unavailable no reported cases 

*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 

Pneumonia and influenza 

‘Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks 
‘Total includes unknown ages 
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